over the colostomy; opposite this is a smaller opening with flanged edges over which a rubber cap, perforated at its centre, can be fitted; a belt encircling the patient's abdomen keeps the horn in position over the colostomy; a wide rubber or plastic tube is fitted to the lower end of the horn and, when the patient does a wash-out, this passes between the legs thus conducting the effluent from the colostomy to the toilet pan or bucket: A plastic or metal water container and a length of tubing through which this is connected to a No. 22 rectal tube completes the apparatus.
The water container is suspended about 3 ft above the level of the colostomy and is filled with tap water. The rectal tube, well lubricated, is inserted through the perforation in the rubber cap over the colostomy horn and is then introduced for about 6 in. into the colostomy opening. The water from the container is allowed to flow into the bowel after which the rectal tube is withdrawn. The distension of the colon resulting from the inflow of water induces peristalsis and the content of the bowel evacuates, through the horn and its wide-bore attached tube, to the toilet pan. After the initial evacuation the colostomy dribbles for about a quarter of an hour and the horn is kept in position until the bowel is empty. The procedure lasts under half an hour. None of our patients begrudges the time spent on this because once this colostomy care has been established they appreciate the assurance that it gives. They have confidence that there will be no further discharge from the colostomy till the next irrigation, confidence that no frecal contamination or odour will betray to their friends or fellows that they have a colostomy, and confidence that they can follow pursuits and travel as widely as their fancy takes them. One of our patients, for example, who has had a colostomy for fifteen years, travelled to South America sharing a cabin with three others. At the end of the voyage she asked her cabin mates whether they had been aware that she had a colostomy. Not one had imagined that she had any disability and were amazed when they were told. This is the alternative to allowing the colostomy to act on its own without stimulus and to attempting to control its activity by dietary regimes with bulk-producing substances. I have never seen a patient adopting these methods in whom the stoma works once and once only in the twenty-four hour period, which is our criterion of the ideal colostomy.
The arguments used against the irrigation method of colostomy control are that the repeated washouts produce a mucous colitis and that there is a danger of perforating the colon during the procedure. I have never seen mucous colitis resulting from the treatment. It is true that the bowel may be perforated either in its intraor extra-peritoneal portions by the tube inserted during the washouts: however, provided that the colostomy is well formed and that the patient has been well instructed and is of reasonable intelligence, so that the manceuvre of introducing the tube is carried out with gentleness and care, I consider that the danger is remote. I have had one such case: the perforation occurred when the patient was admitted to another hospital with bronchopneumonia and was given a wash-out by a male orderly untrained in this treatment; he recovered after the perforation had been dealt with and continues to use the irrigation method. Out of 600 cases of ulcerative colitis, 100 were treated surgically; among them 31 were treated by proctocolectomy with ileostomy and 34 by colectomy with ileorectal anastomosis. In severe cases the surgery was done in stages, the first being a simple ileostomy. In timing the subsequent colectomy, liver biopsy has proved useful because hepatic steatosis is a reliable indicator of an increased surgical risk.
At present about one-third of the patients are treated by proctocolectomy with permanent ileostomy and two-thirds by colectomy with ileorectal anastomosis. We prefer the latter operation and avoid it only in lesions of the anal sphincter, as well as in advanced and irreparable changes of the rectum. Recently the method of choice in suitable cases has been colectomy with excluded ileorectal anastomosis in two or three stages. The disadvantage of the anastomosis is persistent or recurrent proctitis with frequent defecation (average 6-3 per day in our series).
The major advantage is avoidance of the artificial anus and better fluid and electrolyte balance.
Balance studies have shown that patients with long-established ileostomies lose about three times more water and seven times more sodium 8 in their excreta than normal persons: they have to compensate for these losses by substantially diminishing their urinary output; urolithiasis with uric acid calculi is a frequent sequel (occurring in 27% of cases with permanent ileostomy). In ileorectal anastomosis the preservation of the anal sphincter delays defaecation and promotes the reabsorption of water and electrolytes, the changes in the composition of the urine are less and also the liability to renal calculi (in our series 3 %).
There has been no case of malignancy in the rectal stump so far; the time interval since establishment of the ileorectal anastomosis is at most about five years. The overall incidence of carcinoma of colon in ulcerative colitis seems to be low in Czechoslovakia, there being one case among 600 cases of colitis in twenty-three years. The Irritable Bowel Syndrome It has been estimated that nearly half the patients attending a gastroenterological out-patient department remain undiagnosed even after thorough investigation (Jones & Pollack 1945) . A large percentage are patients suffering from the irritable bowel syndrome. Recent studies of colonic motility are beginning to provide some indication of the mechanism of symptoms in this clinically important condition.
It is useful to divide the patients into those with predominant diarrhoea, predominant constipation or largely postprandial pain; in the last group, hyperactivity of the colon can sometimes be correlated with symptoms. Such patients may have a normal intracolonic pressure pattern when well (Fig 1) , but show signs of hyperactivity in the presence of pain following a meal (Fig 2) . Connell et al. (1965) have documented this subgroup of the spastic colon syndrome.
The motor response of the irritable bowel may be exaggerated also in response to pharmacological stimuli. Chaudhary & Truelove (1961) have found that an injection of neostigmine produced a greater effect in the sigmoids of patients who had their symptoms at the time of study than in those of controls. High intraluminal pressures can occur in the colon without the patient being aware of them. A possible explanation of the mechanism of symptoms is that this type of activity constitutes a form of functional obstruction.
Diverticular Disease ofthe Colon
Increased intraluminal pressure has in the past been thought to be the c#use of diverticula (Keith 1910 , Edwards 1954 , Thompson 1959 , but experimental demonstration of this has been lacking until recently. It has been estimated by Todd (1955) , that about a fifth of the people with diverticular disease will develop symptoms; although in some these will be due to inflamma- 
